Bright Banister: My own experience is largely confined to the classical operation. During the last ten years my notes contain details of 112 Caesarean operations, of which 105 were examples of the classical operation and
seven of the lower-segment operation. If I add 192 C(esarean operations at Charing Cross Hospital, it makes a total of 304, of which 21 were examples of the low uterine incision. In my own cases there is no mortality, but in the 283 classical operations one patient died of a pulmonary embolism on tire twenty-seventh day after operation. All the lower-segment cases recovered. The time occupied by a classical operation is much shorter than that required for the lower-segment operation.
And what of the convalescence ? I have only twice seen a patient really uncomfortable after a Casarean operation during the last ten years. The vast majority are strikingly comfortable. Several patients have compared their postpartum states after natural labour and Caesarean section markedly to the detriment of the former.
After my 105 classical operations, pyrexia occurred eight times, while of the seven lower-segment cases three passed through a pyrexial puerperium. This high incidence is due to the type of case in which I choose the lower-segment technique. There were no dangerous complications or sequel, among my own cases and the only one in the hospital cases is of post-operative obstruction on the sixth day. This patient recovered well after relief of the obstruction. In 15 repeated operations I have never encountered serious adhesions or seen a weak uterine scar, and in six cases in which normal delivery has occurred following my Caisarean operation, there has been no trouble with the scar.
In the light of such experience I do not see any reason to cast aside lightly the classical Caesarean section, nay, rather I would urge that in cases of election this operation should be the operation.
The lower-segment operation is more difficult. There is more haemorrhage. Mr. Bonney has invented an ingenious mechanism for the control of haemorrhage during the lower-segment operation so he must have been struck by this fact also. The delivery of the child I have found more difficult than after a classical incision, but the third stage of labour can be completed in a variety of.ways and there does not appear to be anything to choose between the two incisions. The suture of the uterine wound is simple in both cases but the closure of the peritoneum after a lower-segment incision leaves a beautiful surface, unapproachable in the classical technique.
The lower-segment technique has a definite place in operative obstetrics. It should be reserved for cases in which the patient is in labour and/or cases in which previous infection is either obvious or likely.
MAR.-OBSTET. 1
Mr. W. Gilliatt: The limitations of the classical operation, which I have practised from 1912 onwards, were impressed upon me by the tragic death of a young woman on whom I had performed it for obstructed labour following surgical induction. Early in 1932 I saw De Lee's film of the lower-segment operation, which I carried out as soon as the first suitable case presented itself, and for a year used only for patients in labour. After listening to a much-criticized paper by Mr. Victor Bonney at the Birmingham Congress in April 1933, I realized that he was doing the operation before labour. I have since followed his example and do the operation before as well as during labour. I have had no occasion to regret my change of practice, but rather to be grateful to the circumstances which led me to adopt it. I perform the operation as follows. With the patient in a moderate Trendelenburg position, the peritoneal cavity is opened by a vertical incision extending from the symphysis pubis almost to the umbilicus. The uterus is not eventrated. The abdominal cavity is protected by gauze soaked in normal saline solution. A Doyen retractor is put in the wound and the lower end is held back by steady traction on a long piece of tape. The peritoneum of the utero-vesical pouch is now divided transversely near its upper limit and the bladder slips down; it may occasionally require to be pusbed down a little. A crescentic incision, convex upwards, is then made in the lower-uterine segment. For my first three cases I employed the vertical incision but I found that in each case it extended into the upper segment as the head was delivered. I then tried the straight transverse incision which I later gave up for the curved incision described. The child's head is grasped by Willett's forceps, usually one pair, but possibly two pairs, being used, and, with fundal pressure by the assistant, the head and child are easily delivered. At this stage 1 c.c. of infundin is injected into the uterine wall. The umbilical cord is tied and divided. The uterus is now lifted out of the wound and the placenta delivered through the incision in most of the cases. If the cervix is sufficiently dilated, the tied cord can be dropped back into the uterus and the placenta delivered per vaginam in the ordinary way, after closing the abdominal wound. I consider this is only necessary in infected or suspect cases (in which the cervix is usually well dilated) and I feel sure that it is not good for the recently sutured abdominal wall to be massaged strongly to deliver the placenta per vaginam as a routine procedure.
The uterine incision is repaired in two layers-one continuous stitch of No. 2 or No. 3 catgut to the inner part of the musculature and a similar stitch to the outer part and the fascia. The peritoneum is repaired by a continuous stitch of No. 1 catgut which, if pulled up well before tying the last knot, will pucker the peritoneal scar so that it is not more than two inches in length. After the usual peritoneal toilet the abdominal wall is closed in layers.
I have never performed an extraperitoneal operation; on two occasions in suspect cases I attempted to do so by dissecting the peritoneum off the upper surface of the bladder as described by Physich in 1822. The peritoneum in this position is very firmly attached to the bladder muscle and I found it impossible on each occasion to avoid buttonholing it in several places during these attempts at separation. In suspect or infected cases, I have yet to be convinced that it is more dangerous to open the peritoneal cavity-taking precautions to isolate the operation area-than it is to make a wide dissection in the extraperitoneal cellular tissue. Table I shows the indication for operation in 111 cases operated on in my own practice and at King's College Hospital by myself and my colleague Mr. J. H. Peel, acting for me in the days of his registrarship. I am greatly indebted to him for helping me with these patients and in preparing the statistics, which form the basis of this paper. 
Table II sbows a comparison of the indications for the operation with those of other authors who have written on this subject. It is seen that the common indication in all is contracted pelvis, the figures for which vary very little in the three groups. I do not propose to discuss in detail each indication for the operation in the above table, but only those which I think might possibly affect the choice of operation, upper or lower segment.
Placenta pravia.-I think it is agreed that Ciosarean section is the treatment of election in all cases of central placenta prtvia. Many of us go further and consider it the best method of treatment in some cases in which the placenta does not completely cover the internal os. I can assure you that the lower-segment operation is most satisfactory in this condition; there is no increased heemorrhage either at the moment of opening the uterus or on separation of the placenta after delivery of the child. There is no increased risk of sepsis, as shown by the fact that the maximum puerperal temperatures in these four women were respectively 99.40, 99.60, 99.60 and 1000. The wound in tho uterus is not more difficult to repair because the placental site covers it. In three of the four patients the placenta was situated centrally; in the remaining one it was lateral.
Contraction ring.-The operation has been carried out eleven times in this series for this complication of labour. On opening the abdomen it has been possible in almost every case to see the contraction on the outside of the uterus. In.none of these eleven cases did the ring sufficiently obstruct delivery of the shoulders to call for its incision. In several cases, it produced slight delay in the delivery but this was always easily overcome by gentle traction on the head with two Willett's forceps and fundal pressure. It is my experience of this complication that it is seldom necessary to incise a contraction ring during CLesarean section, and in the course of twenty-one operations, ten upper and eleven lower, I have had to do it once only, and that in an upper-segment operation on a patient who had a placenta praevia as well. One writer tells us that the correct method of dealing with a contraction ring is to open the abdomen, incise the ring and then deliver the child per vaginam with forceps. I cannot think the suggestion is a serious one.
The advantages of the lower-segment operation are:
(1) A better uterine scar results-for two reasons: (a) The uterine wall of the lower segment is thin compared with the upper segment, and this becomes more marked the longer labour has been in progress. This thinness permits more accurate suture of the wound. (b) The lower segment is quiescent after delivery. In the upper segment alternate contraction and relaxation occur for some days after delivery; how long this activity lasts is uncertain. On November 30, 1936, 1 delivered a patient who had been in bed for the second half of her pregnancy because her uterus began to contract, painfully in August, and never missed doing so for a whole day until delivery. This woman had definite after-pains for ten days in spite of the fact that she did not feed her child. I quote this case to give an idea of the length of time that contractions persist after delivery-painlessly, in normal cases. How good this is for the uterine scar I leave you to judge.
(2) There is less bleeding dutring the operation.-The lower segment is less vascular than the upper; on the whole the bleeding is definitely less than it is in the classical operation. However, in some cases it is quite troublesome, and several different measures have been used to overcome it. De Lee uses an electric sucker, which I have tried and abandoned as it tends to get in the way. Bonney has invented a special instrument which he calls a compressor; I purchased one, but never use it now. I find that if the foetal scalp is grasped with Willett's forceps directly the uterus is opened, though the incision is still small, and the head held up against the inside of the incision while it is enlarged, it will stop the bleeding during these important few seconds.
(3) Fewer adhesions result-because: (a) The size of the peritoneal incision is, as I remarked in describing the operation, able to be reduced to about two inches. (b) The ease and completeness with which the scar can be covered with loose peritoneuw.m In this series there have been five repeat cases. In three there were no adhesions in the peritoneal cavity, and the scar in the muscle of the lower segment could not be found after the peritoneum and bladder had been separate(d from it. In one there was a moderate amount of adhesion between the uterus and bladder. In the fifth case there were many adhesions, but the fact that the first of the three Caesarean sections had been an upper-segment operation, followed by puerperal pyrexia, probably accounted for this.
(4) If adhesions develop they will, in the case of the lower-segment operation, run to the bladder, whereas in the classical operation they would attach intestine or mesentery to the uterine incision. This is a very important difference to my mind, as intestinal obstruction which occurs after the upper-segment operation is unknown as a complication of the lower. Again, should adhesions develop, the possibility of serious infection spreading from bowel contents to the classical wound is ever present. Such an infection is impossible in the lower-segment wound, becoming adherent as it does to the bladder with its usually sterile content.
(5) Immediate results are better.-I have little doubt that maternal morbidity is less in women subjected to the lower-segment operation. In support of this opinion I append a table showing the morbidity rate in this series of 111 cases in which there were two deaths. This point was well shown by Evers in a paper read before the North of England Obstetric and Gynecological Society in June 1934.
(6) Remote results.-Rupture of the scar in subsequent pregnancy or labour. This accident is admittedly commoner in classical than in lower-segment operations.
Holland and Trillat, independently, give the same figure, 4%, for rupture of the scar following the classical operation. For the lower-segment operation the figures given by Trillat are 0-4% and by Witterwold 0 28%.
In this series of cases which only began in 1932, eight of the patients have been pregnant again. Five of these eight patients were delivered by the lower-segment operation. Another patient in her first pregnancy had failed in trial labour to deliver herself of a 7 lb. child, and a lower-segment Osesarean section was performed. In her second pregnancy, she was found to have twins and developed hydramnios. She was admitted to hospital about the 34th week in case it became necessary to tap the uterus. It was possible to avoid doing this and she gave birth naturally, at term, to children weighing 5 lb. 4 oz. and 6 lb. 2. oz. with complete safety to herself and them. I cannot help feeling that had the Ciesarean section been the classical operation, the overdistension of the uterus with twins and hydramnios and their subsequent delivery would have given rise to greater anxiety. Two of these eight patients are not yet delivered.
The scar of the upper-segment operation is, because of its position, subjected to one obvious danger which does not affect that of the lower, and that is the attachment of the placenta to it in subsequent pregnancy. Forty per cent. of placentie are attached to the anterior wall of the upper segment, while placenta pra3via is relativelv uncommon and it is only in this condition that the placenta can be attached to a previous lower-segment incision. Nicholson writing on the subject in the American Journal of Obstetrics and Gyncecology says "In other words, while a bad convalescence from. a previous sec,tion makes rupture more probable, an afebrile puerperium "with careful stitching of the uterus and healing of the abdominal incision by first intention is no guarantee against rupture in a subsequent pregnancy. It is also to be emphasized that no known method of uterine closure will prevent this tragic accident." Menorrhagia and sterility are said to be sequelme of the classical operation. For obvious reasons they are much less likely to occur following the lower-segment operation. In this series of 111 cases there were two maternal deaths, both of patients with marked degrees of pelvic contraction on whom the operation was done before the onset of labour. Botb died shortly after the operation, one within thirty hours and the other within forty-eight. Post-mortem examinations were made on each and the pathologist ascribed the death in both cases to paralytic ileus. For purposes of comparison I have been through my last 111 upper-segment operations previous to my conversion, and they give a mortality of 2-7%. Suspect cases.-Those in which the operation is performed (a) late in labour or (b) when several examinations have been made. In this series of cases 75 were performed after the onset of labour, with no maternal deaths. The interval which elapsed from the onset of labour and from rupture of the membranes until tihe operation is shown in the accompanying table. When pelvic examinations were made in these cases they were always vaginal. Care was taken; the vulva was sbaved beforehand, and the vulval skin washed with soap and water and sterilized with Dettol cream; gloves were worn which were sterilized by dry heat, boiling, or washing in tap-water, followed by the use of Dettol cream after drying.
The following table shows the number of vaginal examinations made on each case (Table VII) . Where a figure is stated it is accurate. In cases in which the figure is 3+ it means that three were known certainly, but that others took place before admission to hospital or before the patient was seen in consultation. There were only three cases in which it was not possible to give an idea of the number of vaginal examinations. The table also shows the maximum puerperal temperatures in all the cases, grouped against the number of vaginal examinations. 99-4, 99.6 Is anything to be learned from these two tables containing the post-operative temperatures ? Yes; I feel that no one would have had the courage or foolhardiness (whichever it may be called) to perform classical operations so long after rupture of the membranes or after so many vaginal examinations. I consider it is a testimony to the fact that better immediate results are obtainable after the lower-segment operation. In three cases induction of labour by bougies had been carried out before the operation but obstruction had developed. The maximum post-operative temperature of these three patients were 100°, 99.80, and 1010; they were in bed 14, 14, and 21 days respectively.
No operation was performed on account of " failed forceps " as no case presented itself. discomfort and distension, whereas in the septic ones I was appalled at the almost 40% maternal mortality, despite every endeavour to lessen it-such as swabbing the interior of the uterus with iodized glycerine, drainage, and hysterectomy. In many of these cases, no other operation was feasible, owing to such conditions as atresia of the vagina, osteomalacia, impacted tumours, &c. in patients who had been long in labour.
In 1925, I determined to make a pilgrimage to Chicago, which at that time was the Mecca of devotees of the lower-uterine-segment operation. I have carried out 189 lower-segment operations since then. Forty-seven of these were in clean cases, before labour had begun. There was one death-in a case of heart disease. The operation was done under spinal aDnsthesia; there was rather excessive loss of blood, and death occurred on the fourth day, from uraemia and cardiac failure. In 38 cases labour had begun, but the membranes were intact. There were no deaths. In 104, the operation was an emergency one; 94 of these were carried out under the rather exceptional conditions of India, and were performed either for obstruction or for foetal distress after rupture of the membranes. Fifty-one of these patients had been examined with every precaution and can be classed as potentially septic. Twenty-four had had various manipulations, including tentative forceps. Twentynine were patients with markedly contracted pelves and in these cases craniotomy would have meant almost certain death from shock, htnmorrhage or sepsis. There were ten maternal and 22 foetal deaths in this series.
It is not my intention to prescribe the cervical incision for the elective and foreplanned case. Indeed, I do not follow this rule myself, .for I have many times performed the classical operation in such cases, whereas in others I have made the fundal incision, believing this to be the ideal, when dealing with a pregnancy-anaemia case, a placenta pravia, or a case with a high degree of osteomalacia. The fundal incision is in the line of fusion of the Muillerian tracts and is almost bloodless. The whole foetal sac can be removed intact with practically no bhemorrhage, if the assistant is competent. I do wish, however, to recommend the lower-segment operation for those cases in which labour has begun and progress has been retarded by some fault in the passages or passenger, whether it be a trial labour, an impacted unrotated posterior position or impacted breech.
In the provinces and on the Continent the lower-segment operation is the rule rather than the exception, whereas here there are only a few who deem it even good or perform it regularly.
Whatever the reason, there can be no question that this operation has come to stay, and that it is ideal for the patient in labour or for the case in which the membranes have ruptured and which is only potentially septic, or for one in which a craniotomy is even more hazardous; but it is not suitable for the most frequent type of contraction ring.
It is not necessary for me to recount the steps of the operation, but I should like to stress a few practical points which experience has taught me. (1) To keep a self-retaining catheter in situ. (2) To make the incision in the loose supravesical peritoneum over the lower segment, so that the bladder can be pushed right down and away from the neighbourhood of the intended transverse cervical incision. Whether this incision has its convexity upwards or downwards has not seemed to me to make much difference, though perhaps an upward incision is easier. (3) To pack off the lateral recesses of the incision with roll gauze so that all spill of blood and liquor amnii are absorbed. (4) To elevate the presenting part when necessary, either by pressiDg the fundus upwards and backwards, or asking the assistant to pass his hand behind the uterus into the pelvis so that the first small central incision can be made in the lower segment against the resistance of the underlying skull or breech. When this incision has reached the amnion, angular blunt scissors cut laterally upwards or downwards for from 2 to 2i in. each side.
It is at this stage that there is often considerable haemorrhage, venous or arterial, which obscures the view. Hitherto, I have dismissed this by using my hand as a vectis and delivering the faetus, catching up the bleeding edges afterwards, but the severe haemorrhage in one case taught me to devise a better method, and that is to get my assistant to apply to the edges of the incision as it is made, the forceps illustrated which have been constructed for me (see figure) . They are 0 r-ULL soft-springed and have transverse serrations. Four of them are applied to the lower, and four to the upper, edges of the incision. They do no injury and stop all oozing. Moreover, being so grooved they can be pulled upon, and so the lower edge is not lost after delivery in a welter of blood and liquor amnii. This manoeuvre permits approximation of the edges, and enables easy and rapid suture of the incision with No. 2 catgut. Complete occlusion of the area with peritoneum is the final step. I do not use the Willett forceps, for the reason that in most of these cases the vertex is in a posterior position, and the forehead presents under the incision. No mother would welcome such a stigma as would be caused by these forceps. I never use forceps for delivery of the head. The right hand as a vectis is far more efficient.
In septic or potentially septic cases, the uterus is completely eventrated, pulled up and packed off before the lower segment is incised. If the cervix is fully dilated the placenta is not brought out, but manually extruded into the vagina. This manipulation is made more easy if 1 c.c. of pituitrin in 4 c.c. of saline is slowly given intravenously as soon as the vertex is delivered. A drainage tube is put right through from the abdomen, that is through the cervical incision into the vagina, and left for forty-eight hours. Prontosil, used prophylactically or therapeutically, will improve the prognosis in all such cases.
Professor Munro Kerr said that his experience of the lower-segment operation extended over more than twenty years. Every year he had been increasingly impressed with its superiority over the classical operation, except in special circumstances. It was the operation of choice; this was the consensus of opinion in the obstetric world to-day. Furthermore, if the transverse incision was employed it made little difference whether the patient was, or was not, in labour.
The lower-segment operation, being a little more difficult than the classical, might not be so suitable for a family practitioner called upon to perform an emergency Caesarean section. That, however, was no argument against the slightly more complicated lower-segment operation.
In so-called "clean" non-infective cases the primary results to the mother were very much the same with both operations. His records and the records of the Glasgow Royal Maternity Hospital indicated a slightly lower pyrexia rate with the lower-segment operation. In possibly or probably infective cases, there was no doubt that the lower-segment operation was attended with a lower maternal mortality and morbidity. Furthermore, rupture of the scar in a subsequent pregnancy or labour was a much rarer occurrence after the lower-segment operation than after the classical operation. Indeed if the lower-segment incision was made transversely the risks of rupture of the scar were extremely remote.
The question to-day was not as1to what were the indications for the lowersegment operation but as to what were the limitations of this particular technique. Some operators would reply that it had no limitations. He, however, was not prepared to express so dogmatic an opinion. For example, he was not convinced from his own experience that the lower-segment operation was the better choice in cases of placenta prievia; he had on some occasions seen severe hasmorrhage when the lower-segment operation had been performed in such a case. Of course, the htemorrhage could be controlled by packing the uterus after delivery of the child-a procedure followed by several American obstetric surgeons as a routine.
He would stress the point that in this condition (placenta prBevia) the placental site was seldom encountered if the classical operation was employed. For the immediate healing and ultimate soundness of the uterine scar, it made a great difference whether or not the placenta was encountered in the incision. The great advantage of the classical operation in placenta previa was that the placenta was not disturbed until the child had been easily and safely delivered; it could then be quietly removed. If, on the other hand, the lower-segment operation was employed there might be, as stated, very severe bleeding, necessitating a rather hurried extraction of the child which, being often premature, was easily injured.
This raised another point, namely, the relative fketal mortality in the two operations. On occasions (especially if a longitudinal incision was employed) extraction of the child might be a little difficult through a lower-segment incision. Consequently published figures appeared to indicate that the fcetal mortality and birth injuries were slightly greater with the lower segment than with the classical incision.
Again, in cases in which the child had to be extracted as quickly and easily as possible, and with least disturbance to the mother, there was still a place for the classical operation. In cases of eclampsia, grave pre-eclampsia, cardiac disease, or in which the patient had to be sterilized, he still employed the classical operation.
In conclusion he would emphasize the point that, while there was, and would always remain, a place for the old classical incision, it had to be accepted that the lower-segment operation was the ideal procedure in most cases. It was a much tidier operation and, viewed from a general surgical standpoint, a much more finished operation than the classical one.
Mr. C. McIntosh Marshall said that be practised the lower-segment operation in almost all cases in which abdominal delivery was indicated. He had now performed this type of section on 170 occasions in the Liverpool Maternity Hospital.
Included among these were 23 cases of placenta prwevia. There had been no maternal mortality. From this series he had selected a group of 61 patients who were either highly suspect or actually infected at the time of operation. It was in this class of case that the lower-segment operation would prove its greatest worth. Some particulars which had an important bearing on the prognosis in these cases were offered in the following 
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Naturally the morbidity rate was high. Only four patients, however, developed puerperal complications which were really serious. These were severe thrombophlebitis of the right leg with repeated pulmonary emboli; extensive suppuration in the lower half of the abdominal wound with secondary pelvic peritonitis; widespread infection of the superficial layers of the abdominal wound, and, in one instance, retrovesical abscess.
In the light of Goerttler's work on the architecture of the uterine wall, the transverse and the slightly curved incisions seemed to be the only ones which were anatomically correct. If the vertical incision was used there was a temptation to prolong it into the body of the uterus when certain difficulties were encountered. Immediately this was done some of the safety of the operation was sacrificed. Satisfactory peritonization of the corporeal part of the wound was impossible. Merikallio (1932) reported two. deaths from peritonitis which autopsy showed was tueli-to leaedenm1 thirniolh this nart nf the incisionn References.-GOERTTLER (1930) , Morphol. Tahrb., 65, 124; MERIKALLIO, P. (1932), Duodecimn, 48, 763. Mr. Chassar Moir said that the question of rupture of the uterus had been raised. He believed that this accident was more likely to occur after the classical operation, because the suture line was pulled on every ten or fifteen minutes during the puerperium. If catgut had been used as suture material, the knots were very apt to slip loose, with consequent gaping, or at least imperfect healing, of the uterine wound. On the other hand, the lower uterine segment was relatively inactive during the puerperium, and the sutures were not subjected to strain.
He was showing a specimen of a uterus which had ruptured at the thirty-sixth week of pregnancy. This was from a patient who had previously had three Caesarean sections, the first a classical, the second a lower segment, and the third a classical operation. It was therefore of considerable interest to find which of the scars had ruptured. The upper-segment scar was the one which had given way. It was, however, only right to say that the last classical operation had been followed' by an irregular fever, and it was probable, therefore, that sepsis had hindered the healing of the wound. It was also necessary to add that the vertical scar in the lower segment was rather thin, and might possibly have ruptured had it been subjected to much stress. Although the specimen prove-d nothing, it served as a useful illustration of certain matters which had been discussed, and on the whole it gave some support to the. arguments which had been brought forward in favour of the lower-uterine-segment operation.
Professor James Young said there could be no doubt that lower-segment COsarean section had an important place in obstetrics, and the discussion to-night had still further confirmed its value. At the same time it must be remembered that a large-probably a major-proportion of the Coesarean operations was carried out by those who had relatively poor training in obstetrical surgery and yet who were called upon to carry out this procedure. If, as some had suggested, it was laid down that the lower-segment operation was the operation of choice in all cases they would be faced, in the hands of inexperienced workers, with a considerable risk of addition to the already high Caesarean section death-rate.
Dame Louise McIlroy agreed with Mr. Bright Banister that in cases of placenta praevia the classical operation was to be preferred, as it involved less manipulation of the placenta, and thus prevented to some extent the extraction of a moribund infant. Spinal anesthesia had the advantage over inhalation methods in that it caused satisfactory uterine contractions during the course of the operation. Pituitrin was best given just before the uterus was incised. A gauze swab soaked in glycerine and inserted into the uterine cavity during the process of suturing was of use if haemorrhage were troublesome. It was easily extracted by long forceps before tying the sutures.
The following cases were shown:
Intra-and Extra-uterine Pregnancy. Excision of Extra-uterine Pregnancy in the Fourth Month, together with the Rudimentary Horn of the Uterus, followed by Full-term Delivery of the Intra-uterine Pregnancy.-J. BRIGHT BANISTER, F.R.C.S.Ed.
The patient was a primigravida four months pregnant, who complained of no abnormal symptoms but attended her doctor in order to book him for the confinement. He discovered a swelling attached to the left of the uterus. The patient was examined under an anaesthetic and a provisional diagnosis of an ovarian cyst complicating pregnancy was made.
The abdomen was opened and the following is a r6sumn of the operation note: " The uterus contained a normal four months' pregnancy. Right ovary and tube normal. On the left side between the uterus and ovary was an ovoid tumour the size of a twelve weeks' pregnancy, soft and cystic, and of the same colour as the uterus, with large surface veins upon it. A solid cord connected it to the uterus and the left tube ran to it and then on to the uterus." A diagnosis of pregnancy in an accessory horn was made, and the horn together with the twelve weeks' faetus which it contained was excised. The uterine pregnancy was undisturbed and the patient was subsequently delivered of a live infant at term.
Combined Intra-uterine and Extra-uterine Pregnancy.-A. C. BELL, F.R.C.S.
A patient aged 35 whose last period was on July 16, 1936, was seen for the first time on September 18, complaining of severe left-sided lower abdominal pain and nausea present for three days.
